The term interventional cardiologist has been cited by Devries' and Cheng,' each for his own reasons, as being a misnomer. Devries claims we need to look toward other, less invasive, but equally effective forms of intervention for treating coronary artery disease (CAD), such as drugs, namely, the statins. Cheng agrees; however, he goes 1 step farther to define every cardiologist as an interventional cardiologist. He believes the correct term for an interventional cardiologist is invasive cardiologist-a term first coined by Weissler3 in the 1960s-whereas it is assumed that every cardiologist, by nature of his/her work, is an &dquo;interventionist.&dquo; By the most current nomenclature an invasive cardiologist is merely diagnostic, whereas an interventional cardiologist is invasive, diagnostic, and an interventionist. Therefore, for the purpose of this paper, an interventional cardiologist is what Cheng labels the &dquo;invasive cardiologist.&dquo; Name calling aside, both authors, in bringing to light the semantics of medical labeling, indirectly shed light on a medical field encountering great controversy in recent times, that of cardiovascular intervention.
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First, having learned an important lesson from our predecessors, we will define what we mean by cardiovascular intervention. According to Stedman's, cardiovascular intervention is an action that produces an effect or is intended to alter the course of a pathological process involving the heart and blood vessels, or simply, the circulation. 4 The field of cardiovascular intervention, therefore, encompasses 4 medical specialties: interventional cardiologist, cardiothoracic surgeon, vascular surgeon, and interventional radiologist.5 Each specialist is somehow involved in an action that is intended to alter a pathologic process involving the circulation. Herein lies the controversy. It is clear that each specialty maintains &dquo;rights&dquo; or privileges to specific procedures. That is, each of the 4 specialists has procedures that only they perform. For example, if one needed coronary artery bypass grafting (CABG) one would look no further than a cardiothoracic surgeon. What if patients were candidates for coronary stent placement ? Could they not go to either an interventional cardiologist or interventional radiologist? Or if patients were candidates for stenting of a peripheral vascular occlusion, would they see a vascular surgeon or an interventional radiologist? If a patient has a thoracic aortic aneurysm suitable for endograft placement, would an interventional cardiologist or a cardiothoracic surgeon perform the procedure?
These are the questions that plague the future of cardiovascular intervention. If this were a utopic environment, we would not write articles such as this debating the future of several medical specialties and merely the possibility of one specialist who would assume their common responsibilities. Instead, we would be gladly sharing these responsibilities, selflessly with our colleagues in other specialties, based on what would benefit the patient most. In our less than perfect world of medicine, however, our patients often take a back seat to intense competition between specialties. Political turf battles ensue, focused on monetary incentives, egos, and power struggles. 6,7 Ironically, such strife has been attenuated by advances in medicine-yes, advances-particularly in the field of endovascular procedures. All 4 specialties have shown interest in performing endovascular procedures such as balloon angioplasty, stent placement, catheter thrombolysis, and endograft placement for arterial occlusions and aneurysms.5 Some practitioners have expressed fear for survival of their specialty based on the perception of limited cases secondary to competition, though we will see shortly that this speculation is unwarranted.
The proof, in a way of speaking, is in the pudding. The number of elderly is expected to double to 70.2 million by 2030.~ In addition, the American Heart Association estimates that currently about 65% of Americans between the ages of 65 and 74 have some kind of cardiovascular disease.l° The rates of obesity, diabetes mellitus, and stress are all on the rise.11 This information indicates that the rates of cardiovascular disease will increase drastically over the next 30 years. In an enlightening study by Weislander et al5 on the cardiovascular workforce, we learn a lot about the future of cardiovascular intervention. The authors claim that current trends in cardiovascular training suggest the present number of specialists may not be sufficient to meet the needs of the growing patient population. They predict the cardiovascular workforce will increase by up to 32%, while the elderly population increases by 100%, with 65% requiring treatment for cardiovascular disease. 5, 8, 9 Though these are only predictions, we can see that the speculative fear for survival of respective specialties and the bickering over medical turf are unjustified.
At a closer look, we find that the work of the interventional cardiologist and the cardiothoracic surgeon are more alike in nature while the work of the interventional radiologist and vascular surgeon overlap more with each other than they do with the other 2 specialties. Thus it makes sense to discuss the role of the cardiovascular interventionist in couples, since each specialist within a pair poses the greatest &dquo;threat&dquo; toward the counterpart in the pair. We focus our analysis on the roles of the interventional cardiologist and cardiothoracic surgeon. Later we will touch only briefly on the ensuing struggle between interventional radiologists and vascular surgeons.
In a study by Foot et a112 the authors predict an increase of 128% in deaths from heart disease over the next 50 years. They also report that the cardiology workforce must double over the next 3 decades in order to meet increasing need. These numbers are a testament to the longevity and survival, not only of interventional cardiologists, but also of cardiothoracic surgeons. In the 5-year period between 1993 and 1997, therapeutic procedures performed by interventional cardiologists increased by 42%, while at the same time, CABGs increased by 23% and the number of valve replacements and other procedures also increased. The majority of PCIs are performed by cardiologists with interventional radiologists doing a minority of the procedures.' Despite the fact that interventional radiologists may be qualified and trained to perform such procedures, from whom will the patient benefit most? The interventional cardiologist is by training a cardiologist. It would make sense that he/she manage the care of a patient with CAD. Going back to Devries' and Cheng's argument, the work of the cardiologist is to intervene and treat the disease in every way possible. The patient will inevitably benefit from receiving the proper medical, as well as procedural, care.
Furthermore, we must pose the question of whether a cardiovascular interventionist-a specialist who performs all endovascular procedures related to the heart, not including peripheral vascular procedures-is needed, or even plausible. We Cardiothoracic surgery is undoubtedly taking a less invasive path, with the surgeon as well as the patient reaping benefits.26-33 These advances in endovascular procedures are, in the long run, likely to reduce or replace other older surgical techniques but may also have an immediate paradoxical effect, because cases that were once considered too high risk to be treated surgically now make good candidates for endovascular intervention. Not to confuse the issue, but we can look at the treatment of aortic aneurysms-most often performed by vascular surgeons-as an example. A study by Arko et Guiraudon35 urges cardiothoracic surgeons to once again become the &dquo;Renaissance Men,&dquo; involved in the entire field of cardiology, in new research, rationales, and techniques. Thus, training cardiac surgeons in the techniques of endovascular procedures pertinent to pathologies they already treat appears to be the most logical route to take in that regard. So do we need a cardiovascular interventionist ? Based on our discussion, a cardiovascular interventionist will probably not be necessary, but this decision will also very likely not be determined by cardiothoracic surgeons or interventional cardiologists at all. In the next 10 years the percentage of interventional cardiologists and cardiothoracic surgeons composing the cardiovascular workforce will decrease, while interventional radiologists will double in number to 54% and vascular surgeons will remain the same at 16%. 5 We are simply not training as many of the other specialists as there are interventional radiologists in training. Currently, there are almost twice as many fellowship spots for interventional radiologists as there are for any of the other 3 specialties. Thus, if new specialists-the cardiovascular interventionists-were to enter the field of truly interventional, endovascular medicine, they would almost certainly arise from the field of interventional radiology. No other specialty could spare the workforce and no other specialty is so broad in scope. With all due respect, cardiothoracic surgeons and interventional cardiologists are far too skilled and specialized in their respective fields to relinquish their duties to interventional radiologists with the consequence perhaps to the detriment of patient care. However, radiology is essential to every type of interventional procedure and interventional radiologists will very soon play the major role in this all-encompassing field, though their part in performing endovascular procedures of the thorax will be very limited. Cardiothoracic surgeons and interventional cardiologists will be here for a long time to come, in their respective fields, incorporating novel endovascular technologies into current procedures, developing new ones, and working synergistically in the present and future as they have in the past.
The futuristic &dquo;cardiovascular intervention-ist&dquo; we have spoken of so far would then more correctly be termed a &dquo;peripheral vascular inter-ventionist&dquo; since this specialty is likely to develop from a merger of vascular surgeons and interventional radiologists, with the bulk of the workforce supplied by radiologists. Ironically, these 2 specialists are already involved in the most heated of turf wars. But we may be on the brink of peace. A study published by Ouriel et a136 out of Rochester, NY, described the successful merger of the vascular surgery and interventional radiology departments with fiscal and educational benefits for all participants. This study epitomizes leadership by example. So far, unfortunately, the leader happens to be the only example, though, no doubt, the future is founded in compromise. If vascular surgeons and interventional radiologists do not meet on common ground, radiologists are predicted to usurp a large sector of the cardiovascular workforce, with both sides attaining nothing but monetary and educational losses and patients suffering the inevitable consequences. We are seeing cardiothoracic surgeons and interventional cardiologists setting a new precedent with the innovation of hybrid coronary revascularization. 37 Such progress can come only by putting aside our egos and financial incentives and remembering why it is that our profession exists and to whom we are responsible, simply stated, our patients.
